INTRODUCTION
Psoriasis vulgaris is chronic, immune-mediated skin disease which is common among general population. The pathogenesis of psoriasis is still not yet completely understood, but it is clear that immune cells induce alterations of tissue cell function which lead to regeneration-like reactions of the skin 1 . Kaposi's sarcoma (KS) is an endothelial proliferating vascular disease with different modes of manifestation and human papillomavirus-8 (HHV-8) is considered to be the necessary cause of all variants of KS 2 .
KS can involve the skin and other internal organs and four clinical subsets are currently recognized: classic, endemic, iatrogenic, and AIDS-related [3] [4] [5] . Development of KS in psoriasis patients has rarely been reported in spite of the fact that the current treatments of psoriasis are aimed at inhibiting the immune system 1 . We herein report a 71-yearold man with simultaneous occurrence of KS and psoriasis.
CASE REPORT
A 71-year-old man presented with multiple violaceous plaques on both feet, legs and arms which were found 4 months ago. Upon physical examination, multiple redbrown to violaceous patches and plaques were noted on his both legs (Fig. 1A) and dorsa of feet and toe webs (Fig.  1B) , and a few red-brown papules between psoriatic plaques were found on the elbow ( Fig. 2A) . The patient did not have any symptoms and the lesions slowly grew in size. He had a 10-year history of psoriasis vulgaris and had been treated with topical agents at a local clinic before he visited our clinic 9 months ago. He had no other remarkable history besides taking calcium-channel block- (Fig.  3A) , and were positive for HHV-8 immunohistochemistry stain (Fig. 3B) . The laboratory findings, including a blood chemistry and urinalysis were normal. Tests for human immunodeficiency virus (HIV) and hepatitis B virus were negative. He had previously been treated intermittently with topical corticosteroids and emollients, oral antihistamines, and narrowband ultraviolet B (NB-UVB) phototherapy for psoriasis, but had never taken systemic immunosuppressive treatment. Thus, we led to the conclusion of simultaneous occurrence of classic KS in a patient with psoriasis vulgaris. Upon reviewing the clinical photos taken for psoriasis nine months ago, a few tiny violaceous lesions between psoriatic plaques were noted on his elbow (Fig. 2B, C) . Systemic evaluation including abdominal and chest computed tomography (CT) and torso positron emission tomographic-CT showed no signs of internal involvement of KS. He was prescribed with oral pentoxyphylline (1,200 mg/day) and papular lesions were treated with cryotherapy. He received radical radiation therapy of 30 Gy/10 fractions for extensive KS lesions on both legs. The lesions slowly regressed and the follow-up biopsy showed negative in tumor cells in both legs. The patient is under close observation and no recurrence of KS has occurred, however his psoriatic lesions wax and wane.
DISCUSSION
HHV-8 infection is a common etiology in all four types of KS [3] [4] [5] [6] . The development of KS appears to require latent infection of HHV-8. And other cofactors, such as compromised immune system due to HIV or systemic immunosuppressive treatments may contribute to the development of HIV-related and iatrogenic KS, respectively. Genetic factors such as HLA-D25, malnutrition, male gender, mild immunosuppression or immune activation have also been proposed as cofactors in classical KS 1 .
Simultaneous occurrence of KS and psoriasis is rarely reported in English literatures. To the best of our knowledge, total of nine cases have been reported (Table 1 ). In reported cases, suspected causes of KS were angiotensin converting eyzme inhibitor 3 , biologics such as tocilizumab 7 and infliximab 8 , immunosuppressive agents such as fumaric acid esters 1 and steroid 2, 9 , and immune suppression due to underlying diseases 6, 10 . And in one case, as similar to our case, simultaneous occurrence of KS and psoriasis was found in a patient who had only received NB-UVB therapy 11 .
Although systemic and topical steroids and immunosuppressive agents are mainstay in the treatment of psoriasis, co-occurrence of psoriasis and KS is very rare. Moreover, five cases (case number 3, 4, 8, 9, and our patient) have been reported where KS developed in psoriasis patients who have not received immunosuppressive agents 3, 11 . As such, we speculate that besides HHV-8 and immunosuppression, other host-related or environmental cofactors such as male gender, genetic factor, malnutrition, and other factors which need to be elucidated play important roles in much of the development of KS 1 .
It is easy to diagnose two diseases separately because both have distinctive skin lesions. However, if they are coexistent, making a separate diagnosis can be a challenge. As in our case, KS lesions were hidden in psoriatic plaques in previous clinical photos the patient took about nine months before he was histologically confirmed with KS. Clinicians have to remember that these two diseases may be coexistent, which need quite a different therapy.
